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ﺮﻭﺱ ـﺷﺎﻧﻪ، ﺷﮑﺴﺘﮕﯽ ﺗﻮﺑﺮﻭﺯﻳﺘﯽ ﺑﺰﺭﮒ ﻫﻮﻣ ﺗﺤﺘﺎﻧﻲ ﺩﺭﺭﻓﺘﮕﯽ :ﻫﺎﻱ ﻛﻠﻴﺪﻱ ﺍﮊﻩﻭ
  و ﻫﺪف ﻪزﻣﻴﻨ
ﻫﺎي ﺷﺎﻳﻊ ﻣﻔﺎﺻـﻞ ﺑـﺰرگ  از دررﻓﺘﮕﻲدررﻓﺘﮕﻲ ﺷﺎﻧﻪ ﻳﻜﻲ 
  .ﺷﻮد ﻢ ﻣﻲـﺗﻘﺴﻴ 2ﺰﻣﻦـﺎد و ﻣـﻛﻪ ﺑﻪ اﻧﻮاع ﺣ 1ﺑﺪن اﺳﺖ
ﺗﻘﺴـﻴﻢ  3دررﻓﺘﮕﻲ ﺣﺎد ﺷﺎﻧﻪ را ﺑﻪ اﻧـﻮاع ﻗـﺪاﻣﻲ و ﺧﻠﻔـﻲ 
ﺪاﻣﻲ ﻧﻴﺰ ﺑﻪ اﻧﻮاع ﺳﺎب اﻛﺮوﻣﻴـﺎل، ـﺪ و ﺧﻮد دررﻓﺘﮕﻲ ﻗـﻛﻨﻨ ﻣﻲ
 4ﻨﺘﺮاﺗﻮراﺳـﻴﻚ ﻳﻨﻔﺮﻳـﻮر و ا ﻳﻮراﻛﻮﺋﻴﺪ، اـﺳﺎب ﮔﻠﻨﻮﺋﻴﺪ، ﺳﺎب ﻛ
ﻧﻮع ﻧﺎدري اﺳﺖ ﻛﻪ ﺑـﺎ  7-5ﺎﻧﻲـﻲ ﺗﺤﺘـدررﻓﺘﮕ .ﺷﻮد ﻢ ﻣﻲـﺗﻘﺴﻴ
ﺖ ـﺎﻳﻲ ﺷﻔ  ـﺠ  ـﺟﺎﺑﺠﺎﻳﻲ ﺳﺮ ﻫـﻮﻣﺮوس ﺑـﻪ ﻃـﺮف ﭘـﺎﻳﻴﻦ و ﺟﺎﺑ 
 ،ﻮري ﻛﻪ در ﺑﺪو ورودـﻃﻪ ﺮاه اﺳﺖ ﺑـﺮوس ﺑﻪ ﻃﺮف ﺑﺎﻻ ﻫﻤـﻫﻮﻣ
ﺪ زﻳـﺎدي ـﺎر ﺗـﺎ ﺣ  ــﺎر را ﺑﺒﻴﻨﻴﺪ از ﭘﻮزﻳﺸـﻦ ﺑﻴﻤ  ــﭼﻨﺎﻧﭽﻪ ﺑﻴﻤ
ﺎر ـﻛﻨ  ـ ﺎر درـﻳﻌﻨﻲ ﺑﺎزوي ﺑﻴﻤ  ـ) زد سﺺ را ﺣﺪـﺗﻮان ﺗﺸﺨﻴ ﻣﻲ
 :ﭼﻜﻴﺪﻩ
 ﻱﺷﺎﻧﻪ ﻧﻮﻉ ﻧﺎﺩﺭ ﻲﺗﺤﺘﺎﻧ ﻲﺩﺭﺭﻓﺘﮕ. ﺍﺳﺖ ﻲﺪﺍﻣـﻗ ﺷﻜﻞﺐ ﺑﻪ ـﻊ ﻣﻔﺎﺻﻞ ﺑﺰﺭﮒ ﺑﺪﻥ ﺍﺳﺖ ﮐﻪ ﺍﻏﻠﻳﺷﺎ ﻱﻫﺎ ـﻲﺍﺯ ﺩﺭﺭﻓﺘﮕ ﻲﮑﻳﺷﺎﻧﻪ  ﻲﺩﺭﺭﻓﺘﮕ :ﻭ ﻫﺪﻑ ﻪﻴﻨﻣﺯ
  .ﻮﺩ ﻧﺪﺍﺭﺩـﺞ ﺁﻥ ﻭﺟﻳﻮﺍﺭﺽ ﻭ ﻧﺘﺎـﺍﺯ ﻋ ﻲﮐﺎﻓ ﺁﮔﺎﻫﻲﻟﺬﺍ  ،ﺰﺍﺭﺵ ﺷﺪﻩ ﺍﺳﺖـﮐﻪ ﮐﻤﺘﺮ ﮔ ﺍﺳﺖ
ﻢ ـﺪﺭﻧﺲ ﺷﮑـﻮﻥ ﻭ ﺗﻨـﺧ ﺖ ﻓﺸﺎﺭـﺮﺍﻩ ﺑﺎ ﺍﻓـﻭ ﻫﻤ ﻦ ﺑﺎﺯـﺸﻴﺮﻧﺎﻝ ﺭﻭﺗـﺍﮐﺴﺘ ﻦ ﺷﺎﻧﻪ ﻭـﺖ ﺍﺑﺪﺍﮐﺸﻴﺑﺎ ﻭﺿﻌ ﺭﺍﻧﻨﺪﮔﻲ ﻲﺗﺼﺎﺩﻓﻣﺘﻌﺎﻗﺐ ﺎﻟﻪ ﺳ ۰۴ ﻱﺁﻗﺎ: ﻫﺎ ﻣﻮﺍﺩ ﻭ ﺭﻭﺵ
 ﻱﺷﺎﻧﻪ ﻭ ﻲﻮﮔﺮﺍﻓﻳﺩﺭ ﺭﺍﺩ .ﺮﺩﻴﮔ ﻲﻗﺮﺍﺭ ﻣ  ﺮﺩﻥ ﻃﺤﺎﻝـﻭ ﺧﺎﺭﺝ ﮐ ﻲﻮﻣـﻞ ﻻﭘﺎﺭﻭﺗـﺖ ﻋﻤـﺗﺤ ﻲﺮﺍﺣـﺲ ﺟﻳﻂ ﺳﺮﻭـﺍ ﺗﻮﺳﺎﻥ ﺍﺑﺘﺪـﻮﺩ ﻭ ﺩﺭ ﻫﻤـﺷ ﻲﺎﻥ ﺁﻭﺭﺩﻩ ﻣـﻤﺎﺭﺳﺘﻴﺑﻪ ﺑ
ﺎﻥ ـﻭ ﺩﺭ ﻫﻤ ﻲﺲ ﺟﺮﺍﺣﻳﻞ ﺳﺮﻭـﺷﻮﺩ ﮐﻪ ﻫﻤﺰﻣﺎﻥ ﺑﺎ ﻋﻤ ﻲﻣﺸﺎﻫﺪﻩ ﻣ (atcerE oitaxuL) ﺑﺰﺭﮒ ﻫﻮﻣﺮﻭﺱ ﻲﺘﻳﺗﻮﺑﺮﻭﺯ ـﻲﺷﺎﻧﻪ ﻫﻤﺮﺍﻩ ﺑﺎ ﺷﮑﺴﺘﮕ ﻲﺗﺤﺘﺎﻧ ﻲﺩﺭﺭﻓﺘﮕ
ﺪ ﺩﺍﺧﻞ ﻳـﺁ ﻲﺮ ﻣـﻮﺩ ﻭ ﺑﻪ ﻧﻈـﺷ ﻲﻧﻤ ﻱﺪﺍﺯـﮏ ﺟﺎ ﺍﻧﻴـﻮﺭﺕ ﺁﻧﺎﺗﻮﻣـﻪ ﺻﻫﻮﻣﺮﻭﺱ ﺑ ﻲﺘﻳﻌﻪ ﺷﮑﺴﺘﻪ ﺗﻮﺑﺮﻭﺯـﺍﻣﺎ ﻗﻄ. ﺮﺩﻴﮔ ﻲﺷﺎﻧﻪ ﺻﻮﺭﺕ ﻣ ﻱﺪﺍﺯـﺟﺎ ﺍﻧ ﻱﻭ ﻱﺑﺮﺍ ﻲﻮﺷـﻬﻴﺑ
  .ﺮﺩﻴﮔ ﻲﻌﻪ ﻣﺬﮐﻮﺭ ﺻﻮﺭﺕ ﻣـﻗﻄ ﻲﻮﻥ ﺩﺍﺧﻠﻴـﮑﺴﺎﺳﻴﺑﺎﺯ ﻭ ﻓ ﻱﺟﺎ ﺍﻧﺪﺍﺯ ،ﻱﺪـﺑﻌ ﺔﺮﺣﻠـﺎﺭ ﻭ ﺩﺭ ﻣـﻤﻴﺑ ﻲﻮﻣـﺣﺎﻝ ﻋﻤ ﻱﺪ ﻟﺬﺍ ﺑﻌﺪ ﺍﺯ ﺑﻬﺒﻮﺩـﺮ ﮐﺮﺩﻩ ﺑﺎﺷﻴﻣﻔﺼﻞ ﮔ
ﺴﻪ ﻳﺗﺮ ﺍﺳﺖ ﻣﻘﺎ ﻊﻳﺎﺭ ﺷﺎﻴﺷﺎﻧﻪ ﮐﻪ ﺑﺴ ﻲﺪﺍﻣـﻗ ﻲﺞ ﺁﻥ ﺭﺍ ﺑﺎ ﺩﺭﺭﻓﺘﮕﻳﻮﺍﺭﺽ ﻭ ﻧﺘﺎـﺗﻮﺍﻥ ﺍﺯ ﻧﻈﺮ ﻋ ﻲﻫﻨﻮﺯ ﻧﻤ ،ﺷﺎﻧﻪ ﻲﺗﺤﺘﺎﻧ ﻲﺑﺨﺎﻃﺮ ﻧﺎﺩﺭ ﺑﻮﺩﻥ ﺩﺭﺭﻓﺘﮕ :ﺮﻱـﮔﻴ ﻧﺘﻴﺠﻪ
ﻨﻨﺪ ﻟﺬﺍ ﺑﺎ ﺟﺎ ﻴﺑ ﻲﺻﺪﻣﻪ ﻣ ﻱﺸﺘﺮﻴﺍﺳﺖ ﮐﻪ ﻧﺴﻮﺝ ﺑ ﻱﻃﻮﺭ ﻳﻲﺖ ﺟﺎﺑﺠﺎـﺰ ﺟﻬﻴﺷﻮﺩ ﻭ ﻧ ﻲﻣ ـﻲﻦ ﻧﻮﻉ ﺩﺭﺭﻓﺘﮕﻳﺚ ﺍـﺑﺎﻋ ﻱﺪﺗﺮﻳﺷﺪ ﻱﺭﺳﺪ ﺗﺮﻭﻣﺎ ﻲﺑﻪ ﻧﻈﺮ ﻣ ﻲﻭﻟ .ﮐﺮﺩ
  .ﺸﺘﺮ ﺑﺎﺷﺪﻴﺪ ﺑﻳﺷﺎ ﻲﺎﺯ ﺑﻪ ﺟﺮﺍﺣﻴﻭ ﻧ ﺑﻮﺩﻩﻮﻣﺮﻭﺱ ﮐﻤﺘﺮ ـﺑﺰﺭﮒ ﻫ ﻲﺘﻳﻮﺑﺮﻭﺯـﮏ ﺗﻴﺪﺍﮐﺸﻦ ﺁﻧﺎﺗﻮﻣﻳﺷﺎﻧﻪ ﺷﺎﻧﺲ ﺭ ﻱﺍﻧﺪﺍﺯ
  
  ... ﻣﻌﺮﻓﻲ ﻳﮏ ﻣﻮﺭﺩ ﺩﺭﺭﻓﺘﮕﻲ ﺗﺤﺘﺎﻧﻲ ﻣﻔﺼﻞ ﺷﺎﻧﻪﺩﻛﺘﺮ ﺑﺎﺑﻚ ﺳﻴﺎﻭﺷﻲ ـ 
 
ﺐ از ﻧـﻮع ـﻲ ﺣﺎد ﺷﺎﻧﻪ اﻏﻠـدررﻓﺘﮕ(. ﺮﻓﺘﻪ اﺳﺖـﻗﺮار ﮔﺳﺮ وي 
از ﺑﻴﻤـﺎران ﺑـﻪ  اي ﺪهـﻋ  ـدر ﺮﭼﻪ ـﮔ) ﺑﺎﺷﺪ ﺪرت ﻣﻲـﺗﺮوﻣﺎي ﭘﺮﻗ
 ﻣﺘﻌﺎﻗـﺐ ﻲ ﺷـﺎﻧﻪ ـﻮﻟﻲ دررﻓﺘﮕ  ــﻲ ﻟﻴﮕﺎﻣﺎﻧﻲ و ﻛﭙﺴ  ــﺷﻠ ﻋﻠﺖ
ﺐ ـاﻏﻠ آﻳﺪ، در اﻳﻦ اﻓﺮاد ، ﻧﻴﺰ ﺑﻪ وﺟﻮد ﻣﻲﺗﺮ ﺗﺮوﻣﺎﻫﺎي ﻛﻢ ﻗﺪرت
ﺑﺮرﺳـﻲ ﺬا در ـﻟ  ـ(. ﺷـﻮد ﻣﺸـﺎﻫﺪه ﻣـﻲ  8ﺮرـﻣﻜ ﻫﺎي دررﻓﺘﮕﻲ
ﻮﻟﺘﻴﭙﻞ ﺗﺮوﻣﺎ در ﺻـﻮرت وﺟـﻮد ﺷـﻚ ﺑـﺎﻟﻴﻨﻲ ﺑـﻪ ـﺎران ﻣـﺑﻴﻤ
ﺰاﻣﻲ اﺳﺖ ـﺮاﻓﻲ ﺷﺎﻧﻪ اﻟـﺎم رادﻳﻮﮔـﻮاره اﻧﺠـدررﻓﺘﮕﻲ ﺷﺎﻧﻪ ﻫﻤ
ﻧﻈﺮ ﺗﺸﺨﻴﺺ ﻗﻄﻌﻲ ﻣﺸﻜﻠﻲ ﻫﺴﺖ ﺑﺎﻳـﺪ ﺑـﺎ  از ﻮزـو ﭼﻨﺎﻧﭽﻪ ﻫﻨ
  9.دﻧﻤﻮﻦ رﻓﻊ اﺑﻬﺎم ـاﺳﻜ ﺗﻲ ﺳﻲ
  ﻫﺎ ﻮاد و روشـﻣ
ﺑـﺎ ﺗﺼـﺎدف اﺗﻮﻣﺒﻴـﻞ ) ﺳﺎﻟﻪ ﻣﻮﻟﺘﻴﭙﻞ ﺗﺮوﻣـﺎ  04ﺑﻴﻤﺎر آﻗﺎي 
ﺑﻮد ﻛﻪ ﺑﺎ ﺣـﺎل ﻋﻤـﻮﻣﻲ ﺑـﺪ و اﻓـﺖ ﻓﺸـﺎر ﺧـﻮن ﺑـﻪ ( اﺗﻮﻣﺒﻴﻞ
در ﺑﺪو ورود ﺑﺎزوي وي در ﺣﺎﻟﺖ اﺑﺪاﻛﺸﻦ . ﺑﻴﻤﺎرﺳﺘﺎن آورده ﺷﺪ
ﻋﺮوق و اﻋﺼـﺎب وي ﺧـﻮب  ﺔدر ﻛﻨﺎر ﺳﺮ وي ﻗﺮار داﺷﺖ و ﻣﻌﺎﻳﻨ
ﺑﻮد وﻟﻲ وﺿﻌﻴﺖ ﻛﻠﻲ ﺧﻮﺑﻲ ﻧﺪاﺷﺖ زﻳﺮا اﻓﺖ ﻓﺸﺎر ﺧﻮن ﻣﻘـﺎوم 
  .(1ﺗﺼﻮﻳﺮ ) ﺷﺪ ﺑﻪ درﻣﺎن ﻣﺸﺎﻫﺪه ﻣﻲ
  
  ﻧﻤﺎﯼ ﺑﺎﻟﻴﻨﯽ ﺑﻴﻤﺎﺭ ﺑﺎ ﺩﺭﺭﻓﺘﮕﯽ ﺗﺤﺘﺎﻧﯽ ﺷﺎﻧﻪ -۱ ﺗﺼﻮﻳﺮ
ﻟﺬا ﺑﻴﻤﺎر ﺗﻮﺳﻂ ﺳﺮوﻳﺲ ﺟﺮاﺣﻲ ﺗﺤـﺖ ﻋﻤـﻞ ﻻﭘـﺎروﺗﻮﻣﻲ 
ﺑﺎ اﻧﺠﺎم رادﻳـﻮﮔﺮاﻓﻲ . ﺮار ﮔﺮﻓﺖ و ﭘﺎرﮔﻲ ﻃﺤﺎل وي ﺗﺮﻣﻴﻢ ﺷﺪـﻗ
ﻣﺘﻮﺟﻪ دررﻓﺘﮕﻲ ﺗﺤﺘﺎﻧﻲ ﺷﺎﻧﻪ ﻫﻤﺮاه ﺑـﺎ ﺷﻜﺴـﺘﮕﻲ  ،اوﻟﻴﻪ ﺷﺎﻧﻪ
ﺗﻮﺑﺮوزﻳﺘﻲ ﺑﺰرگ ﻫﻮﻣﺮوس ﺷﺪﻳﻢ و ﺑﺎ اﺟﺎزه ﺳﺮوﻳﺲ ﺟﺮاﺣـﻲ و 
ﻬﻮﺷﻲ در ﻫﻤﺎن ﺑﻴﻬﻮﺷﻲ ﻛﻪ ﺑﺮاي ﺟﺮاﺣﻲ ﺷﻜﻢ وي اﻧﺠﺎم ﺷﺪه ﺑﻴ
روش ﺗﺮاﻛﺸـﻦ ﻪ ﺪام ﺑﻪ ﺟﺎاﻧﺪازي دررﻓﺘﮕﻲ ﺷـﺎﻧﻪ وي ﺑ  ــﺑﻮد اﻗ
ﺑـﺮاي . ﻛﺎﻧﺘﺮﺗﺮاﻛﺸﻦ ﻛﺮدﻳﻢ ﻛﻪ ﺳﺒﺐ ﺷﺪ دررﻓﺘﮕﻲ ﺷﺎﻧﻪ ﺟﺎ رود
ﺮوق و ـﻋ  ـ ﺔﺎم ﺷﺪ و ﭘﺲ از ﻫﻮﺷﻴﺎري ﻣﻌﺎﻳﻨـﺷﺎﻧﻪ اﻧﺠ ژوي ﺑﺎﻧﺪا
ﺮاﻓﻲ ـدﻳﻮﮔﻛﻪ ﻣﺸﻜﻠﻲ ﻧﺪاﺷﺖ وﻟﻲ در را ﺻﻮرت ﭘﺬﻳﺮﻓﺖاﻋﺼﺎب 
ﻛﻨﺘﺮل ﺑﻌﺪ ﻋﻤﻞ وي ﻣﺘﻮﺟﻪ ﺷﺪﻳﻢ ﻛـﻪ ﺷﻜﺴـﺘﮕﻲ ﺗـﻮﺑﺮوزﻳﺘﻲ 
ﺪاري ﺟﺎﺑﺠﺎﻳﻲ ـﺟﺎ اﻧﺪازي ﻧﺸﺪه اﺳﺖ و ﻣﻘ ﺑﺰرگ ﻫﻮﻣﺮوس ﻛﺎﻣﻼً
رﺳـﺪ ﺑﻪ ﻧﻈﺮ ﻣـﻲ  و ﺑﻮدهوﺟﻮد دارد ﻛﻪ ﺑﻴﺶ از ﻣﻘﺪار ﻗﺎﺑﻞ ﻗﺒﻮل 
ﻛﺮده ﺑﺎﺷﺪ و ﻧﻴﺎز ﺑﻪ ﺟﺮاﺣـﻲ و ﺑـﺎز  ﺣﺘﻲ داﺧﻞ ﻣﻔﺼﻞ ﺷﺎﻧﻪ ﮔﻴﺮ
ﺷﺪ وﻟﻲ ﺑﻪ ﺧـﺎﻃﺮ  ﺴﺎس ﻣﻲﻛﺮدن ﺷﺎﻧﻪ و رﻳﺪاﻛﺸﻦ ﻗﻄﻌﻪ آن اﺣ
ه و ﻋـﺪم ﮋﻫﺎي وﻳ ﺑﺪ ﺣﺎل ﺑﻮدن ﻣﺮﻳﺾ و اﻧﺘﻘﺎل ﺑﻪ ﺑﺨﺶ ﻣﺮاﻗﺒﺖ
اﺟﺎزه ﺳﺮوﻳﺲ ﺑﻴﻬﻮﺷﻲ و ﺟﺮاﺣﻲ، ﻋﻤﻞ ﺟﺮاﺣـﻲ ﺷـﺎﻧﻪ وي ﺑـﻪ 
ﺗﻌﻮﻳﻖ اﻓﺘﺎد و ﭼﻨﺪ روز ﺑﻌﺪ ﺟﺎ اﻧﺪازي ﺑﺎز و ﻓﻴﻜﺴﺎﺳـﻴﻮن ﻗﻄﻌـﻪ 
  .(3و  2ﺗﺼﺎوﻳﺮ ) ﺮوس ﺻﻮرت ﮔﺮﻓﺖـﺗﻮﺑﺮوزﻳﺘﻲ ﺑﺰرگ ﻫﻮﻣ
  
  ﺑﺎ ﺩﺭﺭﻓﺘﮕﯽ ﺗﺤﺘﺎﻧﯽ ﺷﺎﻧﻪ ﻤﺎﺭﻴﮏ ﺑﻴﺍﻓﺮـﻮﮔﻳﻧﻤﺎﯼ ﺭﺍﺩ -۲ﺮ ﻳﺗﺼﻮ
  
  ﺮﺍﻓﯽ ﺷﺎﻧﻪ ﭘﺲ ﺍﺯ ﺟﺎﺍﻧﺪﺍﺯﯼـﻮﮔﻳﺭﺍﺩ -۳ﺮ ﻳﺗﺼﻮ
  ﮔﻴـﺮي و ﻧﺘﻴﺠﻪ ﺑﺤﺚ
از  ،ﻣﺜـﻞ ﺷـﺎﻧﻪ و ﻫﻴـﭗ ،دررﻓﺘﮕـﻲ ﻣﻔﺎﺻـﻞ ﺑـﺰرگ ﺑـﺪن
ﻛﻪ ﺑﺎﻳﺪ در اﺳﺮع وﻗـﺖ ﺟﺎاﻧـﺪازي  01ﻫﺎي ارﺗﻮﭘﺪي اﺳﺖ اورژاﻧﺲ
و  هﺮ ﺷـﺪ ـﺮوق و اﻋﺼﺎب ﻛﻤﺘـﻪ ﺑﻪ ﻋـﺻﺪﻣ اﺣﺘﻤﺎلﻮد ﺗﺎ ﻫﻢ ـﺷ
ﻞ ﺷـﻮد و ـﻛﻤﺘﺮ ﻣﺨﺘ ،ﺮوف و ﺳﺮـﺬﻳﻪ ﻏﻀـﻧﻲ و ﺗﻐﻮﻧﺮﺳﺎـﻫﻢ ﺧ
وﻟـﻲ ﻗﺒـﻞ از ﻫـﺮ ﭼﻴـﺰ . ﺶ ﻳﺎﺑـﺪ ـﻮارض دﻳﺮرس ﻛﺎﻫـﺷﺎﻧﺲ ﻋ
ﻢ اﺳﺖ ﺗﺎ ﺑﺮ اﺳﺎس آن ﺑﺘـﻮان روش ـﺗﺸﺨﻴﺺ درﺳﺖ ﻋﺎرﺿﻪ ﻣﻬ
  .ﺮاﺣﻲ ﻛﺮدـﺎن را ﻃـﺻﺤﻴﺢ درﻣ
داﻧﻴﻢ ﻛﻪ ﻃﺒﻖ ﻳـﻚ اﺻـﻞ، ﺟﺎاﻧـﺪازي دررﻓﺘﮕـﻲ ﺑﺎﻳـﺪ  ﻣﻲ
ﺗـﺮﻳﻦ اﻳﻤـﻦ  اﻳﻦ اﺳﺎس، ﺑﺮ. ﺎﻳﻲ ﻗﻄﻌﻪ ﺑﺎﺷﺪـﺑﺮﺧﻼف ﺟﻬﺖ ﺟﺎﺑﺠ
  ۶۸۳۱، ﺳﺎﻝ ۲، ﺷﻤﺎﺭﻩ ۵۱ﻧﺸﺮﻳﻪ ﺟﺮﺍﺣﻲ ﺍﻳﺮﺍﻥ، ﺩﻭﺭﻩ 
 
 11،روش ﺟﺎاﻧﺪازي دررﻓﺘﮕﻲ روش ﺗﺮاﻛﺸﻦ ﻛﺎﻧﺘﺮﺗﺮاﻛﺸـﻦ اﺳـﺖ 
ﻳﻌﻨﻲ ﻧﻴﺮوﻳﻲ از ﻧﻮع ﺗﺮاﻛﺸـﻦ ﺑـﻪ ﻗﺴـﻤﺖ دﻳﺴـﺘﺎل اﺳـﺘﺨﻮان 
ﺷـﻮد و ﻧﻴـﺮوي ﻛﺎﻧﺘﺮﺗﺮاﻛﺸـﻦ ﺑـﻪ ﻗﺴـﻤﺖ  دررﻓﺘـﻪ وارد ﻣـﻲ
ﺮوس راه ﺧـﻮد را ـﺮدد ﺗﺎ ﺳﺮ ﻫﻮﻣـﮔ ﺰﻳﻤﺎل ﻣﻔﺼﻞ وارد ﻣﻲـﭘﺮوﮔ
دررﻓﺘﮕﻲ ﻗـﺪاﻣﻲ ﻮارد ـدر اﻏﻠﺐ ﻣ. ﺑﻪ درون ﺣﻔﺮه ﮔﻠﻨﻮﺋﻴﺪ ﺑﻴﺎﺑﺪ
ﺮاه ﺑـﺎ ﺷﻜﺴـﺘﮕﻲ ﺗـﻮﺑﺮوزﻳﺘﻲ ﺑـﺰرگ ﻫـﻮﻣﺮوس، ﺑـﺎ ـﺷﺎﻧﻪ ﻫﻤ
ﺟﺎاﻧﺪازي دررﻓﺘﮕﻲ ﺷﺎﻧﻪ، ﻗﻄﻌـﻪ ﺗـﻮﺑﺮوزﻳﺘﻲ ﺑـﺰرگ ﺑـﻪ ﻣﺤـﻞ 
ﺮدد و ﻧﻴﺎزي ﺑﻪ ﺟﺮاﺣـﻲ و ﻓﻴﻜﺴﺎﺳـﻴﻮن ـﮔ آﻧﺎﺗﻮﻣﻴﻚ ﺧﻮد ﺑﺮﻣﻲ
 ،ﭼﻨـﻴﻦ ﻧﺸـﺪ  ،اﻳﻦ ﺑﻴﻤـﺎر  ﻮردـوﻟﻲ در ﻣ 21،ﻮر ﻧﻴﺴﺖـﻗﻄﻌﻪ ﻣﺬﻛ
ﻌﻪ ﺗـﻮﺑﺮوزﻳﺘﻲ ـﻗﻄ ﻲﺟﺎﺑﺠﺎﺋ ﻞ ﺷﺎﻧﻪـﻳﻌﻨﻲ ﭘﺲ از ﺟﺎاﻧﺪازي ﻣﻔﺼ
ﻣﺎﻧﺪه ﺑﻮد و ﺣﺘـﻲ  ﺑﺎﻗﻲﺳﺎﻧﺘﻴﻤﺘﺮ ﺑﻪ ﻃﺮف ﺑﺎﻻ  0/5ﺑﺰرگ ﺑﻴﺶ از 
 ﻋﺪم ﺗﺠﺎﻧﺲﺚ ـﺮار داﺷﺖ ﻛﻪ ﺑﺎﻋـﺮاآرﺗﻴﻜﻮﻻر ﻗـﻨﺘﻳﺻﻮرت اﻪ ﺑ
ﺮاﺣﻲ و ﺟﺎاﻧـﺪازي ﺑـﺎز و ـﺎﻧﻪ ﺷـﺪه ﺑـﻮد و ﺑـﻪ ﺟ  ــﻞ ﺷ  ــﻣﻔﺼ
ﭘﻴـﺪا  ﻧﻴﺎز ﻚ و ﻓﻴﻜﺴﺎﺳﻴﻮن ﺑﻪ ﺳﺮ ﻫﻮﻣﺮوسـرﻳﺪاﻛﺸﻦ آﻧﺎﺗﻮﻣﻴ
  31.ﻛﺮد
ﺎﻃﺮ ﻓـﺮم ﺧـﺎص اﻳـﻦ ﻧـﻮع دررﻓﺘﮕـﻲ رﺳﺪ ﺑﺨ  ـ ﺑﻪ ﻧﻈﺮ ﻣﻲ
ﻦ وﺟﺎﺑﺠﺎﻳﻲ ﺷﻔﺖ ﻫﻮﻣﺮوس ﺑﻪ ـﻮﻣﺮوس ﺑﻪ ﭘﺎﻳﻴـﺟﺎﺑﺠﺎﻳﻲ ﺳﺮ ﻫ)
ﺮوزﻳﺘﻲ ﺑـﺰرگ ﻫـﻮﻣﺮوس ﻃـﻮري ـﻌﻪ ﺗﻮﺑـﻗﻄ( ﺪاﻛﺸﻦـﺑﺎﻻ و اﺑ
ﺮوس آﺳـﻴﺐ ـﺪه ﺷﺪه ﺑﻮد ﻛﻪ اﺗﺼﺎﻻت ﺟﺎﻧﺒﻲ آن ﺑﻪ ﺳﺮ ﻫﻮﻣـﻛﻨ
ﺮوس ﻋﻀـﻼت و ـﺷﺪﻳﺪ دﻳﺪه ﺑﻮد ﻟـﺬا ﺑـﺎ ﺟﺎاﻧـﺪازي ﺳـﺮ ﻫﻮﻣ  ـ
ﻌﻪ را ﺑﻪ ﻣﺤﻞ آﻧﺎﺗﻮﻣﻴﻚ ﺧـﻮد ـﺖ ﻗﻄـﻫﺎي آن ﻧﺘﻮاﻧﺴ ﭼﺴﺒﻨﺪﮔﻲ
اي ﻣﺰاﺣﻢ ﻣـﺎﻧﻊ رﻳﺪاﻛﺸـﻦ ﻛﺎﻣـﻞ  ﻮان ﻗﻄﻌﻪـﻋﻨﻪ ﺮداﻧﺪ و ﺑـﺑﺮﮔ
وﻟـﻲ در اﻏﻠـﺐ . آن ﺷـﺪ  ﺪم ﺗﺠـﺎﻧﺲ ﻣﻔﺼـﻞ ـﺎد ﻋـاﻳﺠﺷﺎﻧﻪ و 
ﺪار ﺟﺎﺑﺠﺎﻳﻲ ﺳـﺮ ـﺪاﻣﻲ ﺷﺎﻧﻪ ﭼﻮن ﻣﻘـﻫﺎي ﻗ ﻲـﻮارد دررﻓﺘﮕـﻣ
ﺮ ﻣﺤﺎﺳـﺒﻪ ﺑـﺮ اﺳـﺎس ﺳـﺎﻧﺘﻴﻤﺘﺮ ﻧﺴـﺒﺖ ﺑـﻪ ـﺮوس از ﻧﻈـﻫﻮﻣ
ﻫﺎي ﺗﺤﺘﺎﻧﻲ ﺑﺴﻴﺎر ﻛﻤﺘﺮ  ﻲـدر دررﻓﺘﮕﺮوس ـﺎﻳﻲ ﺳﺮ ﻫﻮﻣـﺟﺎﺑﺠ
ﻲ ﺗﺤﺘـﺎﻧﻲ ـﻈﺎر داﺷﺖ ﻛﻪ ﺑـﺎ دررﻓﺘﮕ  ــﻮان اﻧﺘـﺗ ﺪ، ﻣﻲـﺑﺎﺷ ﻣﻲ
ﻫـﺎ و ﺗﺎﻧـﺪون  ،ﻫﺎ ﺎنـﻟﻴﮕﺎﻣ ،ﺪﮔﻲ ﭘﺮﻳﻮﺳﺖـﺮوس، ﻣﻘﺪار ﻛﻨـﻫﻮﻣ
ﺮوزﻳﺘﻲ ﺑـﺰرگ ﺑﻴﺸـﺘﺮ از ـﻌﻪ ﺗﻮﺑــﻞ از ﻗﻄــﻮل ﻣﻔﺼــﻛﭙﺴـ
ﺮم ـﻮراﻛﻮﺋﻴﺪ ﻛـﻪ ﻓ  ــﺳـﺎب ﻛ  ـ ﺷﻜﻞﺪاﻣﻲ ﺷﺎﻧﻪ ﺑﻪ ـدررﻓﺘﮕﻲ ﻗ
ﺮوس ﺑـﻪ ـﺮداﻧﺪن ﺳﺮ ﻫﻮﻣـﻟﺬا ﺑﺎ ﺑﺮﮔ. ﺑﺎﺷﺪ ﻣﻲ ،ﺗﺮ آن اﺳﺖ ﺷﺎﻳﻊ
ﺮوس و ـﺪاﻧﻲ ﺑﻴﻦ ﺳﺮ ﻫﻮﻣ  ــﻮﺋﻴﺪ، اﺗﺼﺎﻻت ﭼﻨـداﺧﻞ ﺣﻔﺮه ﮔﻠﻨ
ﻮاﻧﺪ ـﻢ داﺷﺖ ﻛﻪ ﺑﺘ  ــﺮوزﻳﺘﻲ ﺑﺰرگ ﻧﺨﻮاﻫﻴـﻌﻪ ﺷﻜﺴﺘﻪ ﺗﻮﺑـﻗﻄ
اﻳﻦ ﻧـﻮع دررﻓﺘﮕـﻲ ﺷـﺎﻧﻪ . ﻮب ﺑﺮﮔﺮداﻧﺪـآن را ﺑﻪ ﭘﻮزﻳﺸﻦ ﻣﻄﻠ
ﺪه ـﻮارد ﻣﺸـﺎﺑﻪ ﻣﺸﺎﻫ  ــﺎت دﻳﮕﺮ ﻧﻴﺰ ﻣـﻧﺎدر اﺳﺖ وﻟﻲ در ﻣﻄﺎﻟﻌ
  . ﺷﺪه اﺳﺖ
ﻮان ﮔﻔﺖ ﺑﺎ دﻳﺪن دررﻓﺘﮕﻲ ﺗﺤﺘﺎﻧﻲ ﺷﺎﻧﻪ ﻫﻤﺮاه ﺑـﺎ ـﺷﺎﻳﺪ ﺑﺘ
ﻮﻣﺮوس ﺑﺎﻳـﺪ ﺑﻴﺸـﺘﺮ اﻧﺘﻈـﺎر ـﺷﻜﺴﺘﮕﻲ ﺗﻮﺑﺮوزﻳﺘﻲ ﺑـﺰرگ ﻫ  ـ
ﺟﺎاﻧﺪازي ﺑﺎز و ﻧﻴﺎز ﺑﻪ ﻓﻴﻜﺲ ﻛـﺮدن ﻗﻄﻌـﻪ را داﺷـﺘﻪ  ﺟﺮاﺣﻲ و
  .ﺑﺎﺷﻴﻢ
  
 ـ ﻲﺷﻭﺎﻴﺳ ﻚﺑﺎﺑ ﺮﺘﻛﺩﻪﻧﺎﺷ ﻞﺼﻔﻣ ﻲﻧﺎﺘﺤﺗ ﻲﮕﺘﻓﺭﺭﺩ ﺩﺭﻮﻣ ﮏﻳ ﻲﻓﺮﻌﻣ ...  
 
Abstract: 
 
 
 
A Case Report of Inferior Dislocation of Shoulder (Luxatio Erecta) 
Siavoshi B. MD*, Zehtab M.J. MD*, Sadat M.M. MD** 
Introduction & Objective: Shoulder dislocation is one of the most common dislocations of large joints 
and anterior type is the most common type of it. Inferior shoulder dislocation is a rare type. There are few 
reported cases about this kind of dislocation so complications and results of it are not fully understood. 
Materials & Methods: A 40 year old man who injured in a car accident, has been referred to 
emergency room. His arm was held in the position of abduction and external rotation. He had refractory 
hypotension which needed emergent spelenectomy. In the same anesthesia we reduced his shoulder 
dislocation but the fractured greater tuberosity did not reduced completely to its anatomic position was not 
normal and also it seemed to be intraarticular and caused joint incongruity; so after several days and after the 
patient became stable, open reduction and internal fixation of greater tuberosity of humerus were done. 
Conclusions: Because of rarity of inferior dislocation of shoulder, we cannot compare inferior shoulder 
dislocation with anterior shoulder dislocation (which is more common) in their complications and results, but 
it seems that higher energy trauma is needed to cause inferior dislocation of shoulder and also direction of 
dislocation of head causes more injury to adjacent soft tissues, so after reduction of shoulder, the chance of 
anatomic reduction of greater tuberosity of humerus is low in this type and the need for surgery is higher. 
Key Words: Inferior Shoulder Dislocation, Greater Tuberosity of Hummers 
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